Individual health status is the result of a combination of different factors such as genetics, dowry, age, nutritional status, physical activity, as well as environmental factors, hygiene, salubrity, stress and tobacco consumption. The existence of bad food habits and other risk factors leads to an increase in the development of chronic diseases, obesity, diabetes, cardiovascular disease, osteoporosis and certain types of cancer. Such diseases occupy greater rates of morbidity and mortality in European countries.
The injurious effects that diet can exert on our health can be summarized in three broad sections: alimentary toxin infections due to contaminated food consumption; lack of essential nutrients because of insufficient ingestion of vitamins, minerals, fatty acids and essential amino acids; and finally excess malnutrition owing to excess food consumption or by imbalances in the distribution of macronutrients in the diet. Evidences that relate obesity and these alimentary imbalances with cancer and cardiovascular diseases are the present worry between diet and health in our environment (Burr et al, 1989; Lissner & Heitman, 1995) .
A healthful diet requires suitable energy ingestion through macronutrient variety, in addition to sufficient essential nutrient's ingestion. It would be useful to remember that there are no good or bad foods, since each one fulfils a specific task, although it is really true that some foods are better suppliers of certain nutrients than others.
Although there exist different opinions about the manner in which changes in nutritional behaviours can influence the health of populations, there is a common agreement in the acquired benefits; the consumption of fats decreases and that of fruits, vegetables and cereals increases, while the energy balance remains the same (Burr et al, 1989; Committee on Diet and Health, 1998) . Surveys on nutrition and health in our country reveal that certain aspects of these recommendations are inherent within our gastronomic tradition, framed in the Mediterranean culture.
The Mediterranean diet does not represent an exclusive diet model, but represents a set of alimentary habits that share some common characteristics: rich vegetable consumption, fresh fruit, and olive oil as the main culinary fat source. There are numerous biochemical, clinical and epidemiological data that show cardiovascular benefits as opposed to atherogenesis, thrombogenicity and oxidation phenomena (Katan et al, 1995; Willet et al, 1995; Knapp, 1997) .
The first experimental and epidemiological data revealed that high serum cholesterol was the main risk factor for coronary disease. These studies were undertaken to develop primary prevention multifactorial tests: they were 'The Primary Prevention Study of Oslo' and 'The Cooperative European Study' carried out in the European population, as well as the 'Multiple Risk Factors Intervention Study (MRFIT)' conducted in a North American population. Large amount of data arose from its conclusions, signifying the success of lifestyle modifications on cardiovascular pathologies (Multiple Risk Factor Intervention Trial, 1982) .
The first tests on secondary prevention, included the Scandinavian Study (Scandinavian Simvastatin Survival Study Group, 1994) and that by the Medical Research Council (1965, 1968 ) which collects few conclusive data, because of the study employing very small patient cohorts.
The Lyon Study (Lorgeril et al, 1999) classified CD patients into two groups. One of them received a typical Mediterranean diet and the other a control diet; after 4 y, a very significant decrease in monitoring repetitive heart attack in the Mediterranean diet group was observed.
A meta-analysis conducted over 37 dietary intervention studies evaluates the effects of the proposed diets by the National Cholesterol Education Program on CD risk, and demonstrates that the saturated fat and cholesterol ingest modifications are effective in the reduction of lipid and lipoprotein concentrations. These effects are reinforced when they are accompanied by a regular physical activity programme (Yu-Poth et al, 1999) .
Currently, several theses concerning diet investigations emphasize the role played by fats in CD. One of them has been the discovery of a low-density lipoprotein (LDL) chemically modified by oxidation processes with a strong atherogenic character. On the other hand, in vitro tests have proved that a rich linoleic acid diet supplies more oxidationsusceptible LDL than a diet in monoenoic fatty acids (Castro et al, 2000) .
This fact has changed the emphasis in the dietetic recommendations to coronary risk reduction from polyunsaturated fatty acids n-6 to monounsaturated ones. The latter are rich in micronutrients and they also have an antioxidant capacity. Recent epidemiological studies suggest that a high vitamin-E ingestion can be associated with a lower cardiovascular risk (NIH, 1995) .
The second trend ties to the idea of 'insulin resistance', which will condition a low sensitivity by metabolic reactions that depend on this hormone. Among them is the absorption of fat-rich lipoproteins by fatty tissues just after ingestion, which results in an increase of small and dense particle LDL concentrations. These particles are associated with a greater atherogenic risk, even though total cholesterol is within normal limits. This situation seems to be under the influence of fats present in the diet. The increase in the ingestion of polyunsaturated n-3 fatty acids reduces the concentrations of these modified particles, effecting furthermore a slight reduction in arterial pressure, another risk factor associated with insulin resistance (Katan et al, 1995; Knapp, 1997) .
Both factors, monoenoic fat and o-3 fatty acids, are present in our Mediterranean diet. This fact could justify, next to other particularities in our alimentation their preventive role and optimal relation with situations of well-being and health.
Physical activity: health implications
Physical inactivity represents a reason for worry regarding public health. It is estimated that around 9-16% of deaths in developed countries can be attributed to a sedentary lifestyle (NIH, 1995; Pate, 1995) . Present data indicate that if the ratio of people with a sedentary lifestyle in Europe decreases from the actual 37 to 27%, the mortality rate could be reduced to between 3 and 6%.
Therefore, we can deduce that physically active people tend to be more healthy than the sedentary ones, showing better metabolic conditions. These people have elevated cHDL levels, which will be more evident when it is accompanied by weight loss, greater metabolic capacity on triglycerides and fatty acids, better glucose levels, following insulin action, and greater bone mineral density. That is, a physically active person will exhibit a disposition to minor chronic degenerative diseases, mainly obesity, cardiovascular disease, arterial hypertension, noninsulin-dependent diabetes and osteoporosis (Pate, 1995) .
It has been considered that physical inactivity duplicates coronary attack risk, independent of other risk factors. Tests physical exercise protecting against cardiovascular disease are conclusive, but an agreement on exercise amount and intensity does not exist.
Some studies carried out on Harvard students and civil employees of the United Kingdom reveal a direct relationship between intense physical exercise (2000 calories per week) and a decrease in CD risk (Morris et al, 1990) . On the other hand, the study from 'Cooper Aerobic Investigation Institute' (Blair et al, 1989) , comprising over 10 000 men and 3000 women, after 8 y monitoring, suggests that the highest benefit for long-term health arises when sedentary people reach a better physical condition than those who perform intense physical exercise. Walking 1 h per day can be more effective, in the long term, than involving in more exhaustive exercises. Mechanisms explaining this beneficial relationship include, positive effects on lipoproteic metabolism, sanguineous pressure, and corporal weight regulation, with a greater sensitivity of peripheral insulin action.
Obesity, mainly of the visceral or android type, is linked with a greater risk of cardiovascular disease due to metabolicdisturbed processes, caused by an insulin-resistant situation as a central axis on which lipid metabolism disorders, arterial hypertension and diabetes mellitus develop (Ford et al, 2002) .
Any physical activity, irrespective of intensity, increases energy cost, this being the only form able to increase the energy cost in a voluntary manner. Studies conducted on physical activity fat loss effect have estimated it to be around 0.12 kg/week, total energy cost being the effective weight loss determinant. A recent study carried out in the US finds that persons with low physical activity are 3 times more prone to increase their weight, for 10 y, than more active people, independent of their energy-protein ingestion (Williamsom et al, 1993) .
A metaanalysis conducted on 48 studies finds that an increase in physical activity is related to a reduction of 3 mmHg in normal tension people, in their systolic and diastolic pressure. However, there is no doubt that physical activity is an effective form of reducing sanguineous pressure and it could cause an improvement in hypertensive patients (Arroll & Beaglehole, 1992) .
The occurrence of noninsulin-dependent diabetes is related to poor glucose tolerance, excessive fatty tissue and inactive muscles. Glucose tolerance improves up to 48 h after exercise, since body tissues become more sensitive to insulin effects. Therefore, it seems reasonable to assume that physical activity reduces the risk of this diabetes form, so clearly associated, on the other hand, to obesity (Trembley et al, 1994) .
Conclusions
Diet modification, corporal weight control and physical activity increase are essential mainstays in the prevention and control of cardiovascular risk. Therefore, one of the priorities of primary prevention in Spain, which holds a relatively low frequency of coronary disease, will be the introduction, in nutritional school education matters, of the knowledge of excellent virtues of our Mediterranean diet. Making sports accessible to most of the young and adult population will be an interesting objective. In fact, in the last few years, there has been an increased interest in school sports due to the greater implication of the municipalities. Although one problem is that a significant percentage of young people leave sports practice when they finish school, we must not forget that the promotion of physical activity is the only control measurement that achieves positive results.
